The California Child Welfare system is confronting massive change in the way it does business.
populations, with many non-profits having strong community links and the flexibility to try innovative approaches and respond creatively to emerging needs" (Watson) . Through a Differential Response referral process FRC resources are employed to assist to keep children safe, improve their family's situation across a holistic set of conditions and prevent their entering the child welfare system (Oppenheim) . These partnerships with Child Welfare are expanding as tax supported children and family intervention resources shrink and as effective FRC practices are evidenced. In California,
Principles of Family Support
The Principles of Family Support, developed by the Family Resource Coalition of America (2003) , are widely accepted as foundational for quality services. FRCs community-based nonprofits play two critical roles in their communities: 1) to provide direct services to individuals and families, and 2) to partner with residents and other organizations to build strong communities both through resource development and improved access to healthy living. Family
Resource Centers are the most commonly known, though many other types of organizations including child care centers, parent-led organizations, domestic violence response agencies and after-school programs are among others. FRCs provide services across a broad spectrum including prevention efforts to build strong families, early and intermediate intervention to help families overcome existing challenges and enrichment activities to sustain and further improve family well-being. Most serve as a hub of activities designed to improve the lives of the residents of that community. According to the S. H. Cowell Foundation, "FRCs play a unique and pivotal role in bringing together services, resources and opportunities that improve the wellbeing of low-income children, their families and communities". Centrally located in their communities and meant to be easily accessible to families most in need of support, they are often a place where families come to reduce social isolation and develop supportive relationships both with the family worker and others within the community. A review of family support program evaluations indicates these family support programs can provide critical benefits for families (Dunst, Groark et al., Huebner et al.) . Participating in family support programs often brings clear improvements in general family functioning and their support networks (Comer & Fraser; Dagenais, Begin, Bouchard, & Fortin).
Family Outcomes Evidence
The measurement and reporting of outcomes is required by the Federal Government Performance and Reporting Act, 1993 (GPRA) . Both private and government funders are looking toward outcomes to answer the question: "What difference did the services delivered to the family make?" This focus on outcome change represents a shift in thinking from "what we are doing" (process) to "what happened when we provided services" (impact) to "what changes took place with the family while engaged in our program" (outcome), and "how did the program overall and family worker specifically help produce results in the life situation of the family" (Gardner, nd) .
Most recently, Lisbeth Schorr (2007) from Harvard University warns us to utilize "practicebased evidence" similar to this FDM assessment study, "If government agencies and private grant makers, afraid of being considered not rigorous, unscientific, or wasteful, choose to support only those efforts that meet the randomized-trial test, we will be robbed of good programs that do not lend themselves to random-assignment evaluations, reforms that are deeper and wider than individual programs and innovations of all kinds" (Chorpita, Issacs et.al.) .
While a number of definitions of evidence-based practice in the field of social work have been offered, O'Hare's is as straightforward as any. He says that EBP is "the planned use of empirically supported assessment and intervention methods combined with the judicious use of monitory and evaluation strategies for the purposes of improving the psychosocial well being of families." There are, then, three critical components to EBP as practiced by FRCs in the FDM project:
I. Conducting qualitative assessments accompanied by the use of reliable and valid quantitative assessment instruments that are used for monitoring family progress. Beginning in 1999 (Endres, Richardson and Sherman) , the FDM has undergone reliability and localized validity processes to establish and maintain assessment scoring and data consistency. The current FDM Theory of Change (TOC) defines the building blocks required to reach the long-term outcomes to prevent child abuse and neglect and increase child, family and community wellbeing. The TOC is based on the assumption posited in this paper that families achieve positive outcomes while engaged with FRCs. The TOC is an evaluation descriptor for testing the effectiveness of a case management practice including both family and worker activities, and the relevance of interventions in the pursuit of positive outcome change. The TOC illustrates the systematic approach on how to reach those outcomes. It represents the relationship between the worker and family activities and the interventions with goal motivation that enables movement towards the outcomes (see appendix). In order to determine the worker activities for case management practice, the project interviewed FDM agency coordinators from the 2006-2008 project. A review of case management/home visiting models (Hawaii Healthy Start, Healthy Families America, FRIENDS) further assisted a validation effort to list worker activity variables.
Additionally, family workers were asked to describe what they expected families to contribute to the case management relationship. Many described wanting families to be on time and follow up on referrals. Few had broader expectations for families. Again, the above models were used as a source to expand the list, though at this point in time, the literature is less explicit on the expectations for family behavior than for worker behavior. Thus, our choice is to use the Transtheoretical Model for Change (Prochaska, et. al) as evaluation criteria for family involvement and participation in a change process.
II. The interventions are specifically tied to the goals from The Pathway to the Prevention of
Child Abuse and Neglect (Schorr and Marchand) . Schorr helps to articulate the TOC's long-term outcomes and "makes explicit the links among actions, the context within which actions occur and intended outcomes". While the Pathway interventions are agency focused, in the TOC they are stated to be child, family and community focused. In this way, they are more in line with the referrals and interventions typically used by family support workers and more likely operational in working with families and when reporting on their activities. issues of concern to assist the worker and family to make decisions for targeting Pathway or localized interventions and services, creating an empowerment plan, tracking intake and worker activity for case management and the evaluation of interventions and family engagement.
Agencies are trained with a standard protocol for assessments, and the local coordinators role is to maintain the quality of data entry.
The assessment model described below meets all three components for the evaluation of family outcomes evidence.
Methods and Objectives
The Family Development Matrix Pathway to Prevent Child Abuse and Neglect project is guided by the principles of family support and specifically designed for family directed assessment and empowerment planning, a measurement of worker activities, family participation and reports for change as measured from a baseline assessment. Another objective is building the capacity of collaborative partnerships to utilize shared outcome measurement indicators. The FDM/Pathway project since 2009 has developed partnerships in 24 counties in California (map located at www.matrixoutcomesmodel.com).
Partnership with Child Welfare.
The public/private, county-based partnerships support a key Child Welfare Redesign element: shared responsibility across the broader community for the protection and wellbeing of children (California Department of Social Services 2005) . Referrals from the county Child Welfare agency along from other community institutions and/or self-referrals enables FRC case managers to implement early interventions as part of the differential response strategy for at-risk families.
In our experience these collaborative networks with an active presence by Child Welfare representatives results in more sustainable partnerships.
Building a Collaborative FDM Team.
The FDM design process with each collaborative is a teambuilding process in itself (Linden) .
Collaborative partners range from two to fourteen agencies. We engage partners in a "design team" which has an FDM coordinator for each member agency, and includes a collaborative coordinator who coordinates the work of the design team (Brier-Lawson, K.Lawson, Petersen, Meleville, Pickel). The collaborative is provided with onsite training to develop a child abuse prevention plan that outlines their philosophy and goals, their approach to collaboration, team objectives that address challenges and an action plan to jointly implement the FDM. Each agency showcases their programs and the collaborative prevention plan is posted on the website (www.matrixoutcomesmodel.com). Following is a staff training session for all users of the database. Topics include FDM structure, outcomes, theory of change, working with family strengths, identifying interventions, family directed empowerment planning, tracking case management activities, assessing family participation, protocol for ongoing assessments, and entry into the internet database. Ongoing training and technical assistance is continuously provided.
Assessment of Shared Outcomes and FDM Data Criterion
The counties assess their families to determine how well they are progressing from a baseline assessment within the first 30 days of agency engagement and continue in quarterly assessments throughout the family's engagement period. The data represents the family situation in each assessment across four status level descriptions. Each indicator status level describes a condition or behavior of family functioning. The family and worker together determine the best fit within the choice of four status levels. The four status levels are: Safe/Self-Sufficient status level
Indicates that a family is largely able to address its own immediate needs and to plan and act on its future. Long-term maintenance at this level is a goal. In this example, the family is generally secure as a result of its own efforts and has a clear vision of its goals. Motivation comes from within the family and any interventions are to maintain their level of achievement.
Stable status level
The family has begun to plan and use internal resources. This status level is selected when the family is no longer is in danger, and is ready to change as needed to be more secure and safe in the specific indicator area. Planning occurs for the family's future. Supportive services are provided as needed to assist the family in implementing their plans.
At-Risk
The family is secure from immediate disaster and with planning and use of external resources and with initial action the family can continue an upward trend. Continuing intervention and program support provides a platform on which the family can build its plans for improving circumstances.
In-Crisis
Reflects a family in survival mode. Resources are dangerously inadequate and the family does not have the will or the breathing room to plan for the future. Family systems may have collapsed or are in immediate danger of collapse. Strong outside intervention and program resources are often required to move the family to at least the "At-risk" level and higher.
Subsequent assessments are conducted every 3 months providing a snapshot of current family status and progress over time as change from the baseline measures.
Family Involvement.
Family involvement is essential to determine the relevance of indicators and to insure the measurement language for each indicator is culturally and family relevant. Families have a major role during each FDM assessment. Families identify their family situation in a discussion guided by the family worker. The worker leads the family member(s) through an assessment and identification of the family strengths and concerns. The database provides a strength and concerns summary. Together they identify the steps they each will take to move toward family goals using the identified strengths and concerns to target interventions and identify services. Next the Family Empowerment Plan helps to plan activities the worker and the family both follow to meet their individual activities and mutual objectives. The worker's role is to help to identify interventions (services and resources) supporting the family activities and monitor the empowerment plan. Family engagement is essential to the process of change and a dynamic variable to the FDM evaluation.
FDM Database.
Each agency is provided with a web connection to the FDM database. While there was initial concern FRC staff might resist computerized data entry, the database receives high marks in evaluations because it went beyond simple assessment to a computer generated family strengths summary and empowerment planning and evaluation. An informed consent and client coding system protects family privacy and assists with retrieving data for reports. The database also facilitates the staff training and provides outcome data reports for the family, agency and collaborative partners. Training and technical assistance is provided for both collaborative and agencies that includes webinars and data downloads.
Results

Policy question 1: What is the role of FDM participating FRCs working with Child Welfare for addressing issues related to the prevention of child abuse and neglect?
This report presents an analysis of cases that were identified as Differential Response ( Table 5 shows a comparison of families rated as "safe" or "self-sufficient" in each of the 20 core indicators for Non-DR and DR families. As the table shows, DR families tend to be (slightly) more likely to be "safe" or "self-sufficient" in the indicators of Child health insurance, Budgeting and Nutrition; but they are less likely to be rated as "safe" or "self-sufficient" in 14 of the other 20 indicators. The largest differences are in the indicators of Risk of emotional or sexual abuse, Family communication skills, Parenting skills, and Presence of (substance) abuse. Table 6 shows differences in the percentage of families rated as "safe" or "self-sufficient" in each of the 20 core indicators between Non-DR and DR cases for families that have at least 3 assessments in the FDM. DR families tend to have lower percentages of cases starting at "safe" or "self-sufficient" levels, in the majority of the 20 core indicators than non-DR families.
However, by the third assessment these differences are reduced in all indicators (with the exception of employment) and become non-statistically significant in all but 8 indicators. For the indicators that showed the biggest difference at the first assessment, (Risk of sexual or emotional abuse) the difference remains in the third assessment, but is greatly reduced (from about 13 percentage points to 5). (See 
III. The regression hypothesis
The potential for clients to experience a regression in their scores is possible as they disclosed additional information to their case managers as a result of a more trustful relationship developed over time between client and case manager. With 3 assessments and large number of cases we explored this hypothesis by looking at the percentage of clients that experience a regression in scores going from a "stable" or "self-sufficient" status to an "in crisis" or "at risk" level between assessments. Table 7 presents these distributions by indicator and assessment.
About 4.9% of clients experienced a drop in status (going from a "stable" or "self-sufficient" status to an "in crisis" or "at risk" level) from first to second assessment. This was the largest drop across indicators and assessments. For the rest of the indicators the drops in status are smaller with between 1 and 4 % of clients changing their status downwards. Sensible indicators where families would tend to withhold information such as risk of abuse or substance abuse, the drops in status are pretty consistent across assessments and fairly low (around 2% of cases).
Interestingly, this data show that regression in scores is not that common. Further, it does not offer evidence that the regression hypothesis is true at least for the vast majority of cases. Table 7 : Percent of clients going from a "stable" or "self-sufficient" to an "in crisis" or "at risk" status Indicator 1st to 2nd (%) 2nd to 3rd (%) 1st to 3rd (%) N Families come to family resource center agencies looking for specific forms of assistance.
Tables
Utilizing 20 FDM indicators in assessments, the measures-employment, community resource knowledge, emotional wellbeing and health issues -are most often rated as in-crisis or at-risk, meaning the family situation as represented by this indicator is disintegrating or under continuing threat. Within 6 months, 60% of the families were able to move out of a crisis situation in all of 19 indicators except for employment. The far majority (60-80%) moved to stable and selfsufficient status levels. Family communication, child health insurance, child supervision, and parent emotional wellbeing had the greatest up movement in an economic environment where employment opportunities were in short supply. As an example, 25% of employment scores became worse over time.
Policy question 2: What is the role of FDM family strengthening organizations and increased family engagement?
Families have strengths as well as some issues for concern as measured by the FDM assessment.
The family worker discusses the family's positive scores across all indicators (together they average 3.3 in a 4 point scale) and balances these family strengths into an empowerment plan to address issues of concern. The dialogue emphasizes that past success in other indicator(s) areas which represent family based knowledge, skills and abilities useful for addressing current issues of concern. These strengths are imbedded into family-directed goal setting, and an empowerment plan with role clarity and action steps.
IV. Family engagement: DR vs. non-DR
The FDM collects data on family engagement as perceived by the case manager in the FRC using an ordinal measure of how much the family followed the steps it agreed to in the first assessment.
DR Families were less likely to be perceived as "participating fully" (non-DR=66%; DR=54%) and more likely to be perceived as having an "uneven follow through" or "not participating" in the process than non-DR families. This difference remained unaltered regardless of family scores in the 20 core indicators 1 . (See table 8) DR families were (slightly) less likely to return to a second assessment than non-DR families Clients with a first assessment more than six months ago 5,876 3,454 9,330 *When controlling for initial scores (using propensity score matching) the difference disappears
Families that initially scored in-crisis or at-risk and were committed to the empowerment plan were more likely to move upward than families that were not as engaged. This finding was statistically significant across 16 indicators leading to the proposition the FDM is a reliable tool for measuring family engagement.
Policy Question 3: What do we know about the capability of family resource centers for evaluating family progress?
The majority of family resource centers using the FDM system have a 501©3 status, are 11 years old or younger, with less than 6 FTE. The FDM assessment component was assessed in terms of its initial goal: to serve as a multi-level (county and agency) information system tool for evaluative and planning purposes as well as increased agency efficiency. For this purpose, the FDM project used a survey questionnaire designed to capture how agency FDM coordinators assessed their own agencies' information systems in three areas:
(1) Their system capabilities for collecting and sharing information within the agency (2) Their system capabilities to input and retrieve valuable information about families' and workers' activities (3) Their system capabilities to serve as an information system that allows them to evaluate their work In summary, the results of our quasi-experimental study show that FDM users increased their scores much higher than comparable agencies in the control group of 12 agencies in each of the three evaluation measures. The greatest positive gains were experienced by agencies that implemented the FDM for the first time and had an entire year to use it. In conclusion, our results
show that FDM system increases the perceptions of agency managers in regards to their own information and evaluation systems. Our results also show that time plays a significant role in the way the FDM increases agency perceptions of effectiveness of their information and evaluation systems. As agencies input data in their systems and are able to track client outcomes, they seem to have increased their positive perceptions of their information systems significantly.
Conclusion
Using a primary and secondary prevention strategy (Kline) a primary goal of the FDM project is to provide family strengthening interventions prior to, and in some cases after, families and children enter the child welfare system. The public/private, county-based partnerships support a key Child Welfare Redesign element: shared responsibility across the broader community for the protection and wellbeing of children (CDSS). Referrals from the county Child Welfare agency along with other community institutions and families own self-referrals, enables FRC case managers to implement early interventions as part of the differential response strategy for at-risk families. In our experience these collaborative networks with an active presence by Child
Welfare representatives results in more sustainable partnerships.
Family support programs need to establish collaborative relationships to develop outcome measures that monitor and support their work to ensure potential partners such as funders, evaluators, and assist professional networks to move forward a collaborative vision to measure family functioning. We define collaboration as the ability to work in teams in inter-professional settings across traditional lines of programs, agencies, disciplines and diverse communities to establish common missions and purposes (Stuart Foundation). A primary purpose is to integrate effective client services. Other objectives include increasing limited resources for tracking client outcomes. Organizational support is essential to the design and delivery of integrated services because of the complexity of family and community conditions. (Bruner; Endres; Gardner;
The FDM/Pathway theory of change defines the building blocks required to reach the long-term outcomes to prevent child abuse and neglect and increase child, family and community wellbeing. The FDM data from this report demonstrates that families engaged with family resource centers achieve positive outcomes in these variables. The Matrix Outcomes Model provides an empirical tool to evaluate practice in the specific context of the identified unique needs of the individual client. While interest in the topic of family engagement in child welfare services overall is growing few empirically based FRC practices are designed to evaluate engagement, "Increasingly needed is work that moves beyond seeing engagement as a measurable outcome or factor, and to embrace the underlying complexity of the processes of this important stage of helping" (Altman) .
We suggest the FDM has the following strengths:
• Communications among partners has been upgraded into a working partnership building capacity for future collaborations. The Matrix Model is easy to use with shared outcomes across agencies in the same community, agencies in the same community working with the same families agreeing on the common definitions of outcome variables.
• The Matrix provides a great degree of flexibility. Given that the agencies collaborating on the community's families are the ones who decide what additional variables such as additional indicators (to the core set), and customized interventions fit their geographical and cultural populations.
• The process for standardizing the outcome indicators across participating agencies provides for a quasi-reliability and validity and thus allows cross-agency comparison and analysis of outcome data. The FDM provides FRCs a "practice-base evidence model".
• The project has increased and strengthened family support agencies' capacity to assess outcomes and build empowerment relationships based on the strengths of families. Agency staff are trained to assess the current family condition using a consistent protocol and utilization of family based data to discuss the current strengths and areas of concern and develop an empowering case (intervention) plan. This plan is designed to use the stable and self-sufficient indicator knowledge and competencies of the family to improve in-crisis and at-risk level indicators. Improvement in outcomes may well be positively related to this relationship building and the use of this family data communicated by the family worker is then essential.
• Increased accountability and data analysis capability through the use of statewide protocols and the web based data system. The FDM database enables the charting of findings for the family, the aggregate data of worker cases, agency program outcomes and is used to improve program practices and ultimately to report to funders, boards and the community.
We are also mindful of the following limitation of the Matrix Outcomes Model:
• While the orientation to the Matrix Outcomes Model specifically contains a training to maximize consistency in the application of the indicators by multiple users, indicators lack multiple validation and reliability checks and therefore lack generalizablity beyond their respective jurisdictions. Thus, while we support agencies' adopting the mindset of generating their own evidence in support of their practice theories and interventions, no claim is made to achieving the kind of statistically confirmed inter-rater reliability and valid measures typically associated with rigorous research studies. The Matrix Outcomes Model specifically sacrifices that level of rigor for the ease of use that is its hallmark. In keeping with the original EBP philosophy, however, it also provides local practitioners with an additional base of evidence with which to modify their practice choices with the specific population with which they are working.
